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Bulimia nervosa has been the focus of much research since its
recognition over a decade ago.

At that time, Russell (1979)

described bulimia nervosa as a disorder characterized by binge
eating, a morbid fear of fatness, and frequent self-induced
vomiting and/or laxative use.

Since that time, bulimia has been

recognized as a significant source of psychological distress and
medical morbidity (Fairburn

&

Hay, 1992).

over fifty prevalence studies of bulimia nervosa have been
conducted, with the majority of subjects being caucasian females
between fourteen and forty years of age (Fairburn

&

Beglin, 1990).

According to Fairburn and Beglin (1990), the most sophisticated
studies have consistently found about one percent of adolescent
and young adult women to meet the full criteria for bulimia
nervosa while other studies have reported higher rates of bulimic
behaviors.

For example, Mintz and Betz (1988) studied female

college undergraduates and found three percent to meet the
criteria for bulimia.

Sixty-four percent of the subjects were

classified as having some intermediate form of eating behavior
problem, and thirty-three percent reported a pattern of normal
eating habits.

The discrepancy in the rate of frequency of

bulimia found in subjects across studies of eating disorders may
be due to the use of varying definitions and methods of case
detection (Fairburn & Beglin, 1990; Mintz & Betz, 1988).
Although the prevalence of bulimia nervosa may be difficult
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to determine, the physical consequences associated with this
disorder are of great significance (Herzog

&

Copeland, 1985).

They can be harmful and potentially life-threatening.

Some of

these consequences include menstrual irregularities, Ipecac
poisoning, cardiac arrhythmias, acute gastric dilation or rupture,
parotid enlargement, erosion of dental enamel, esophagitis,
dehydration, epileptic seizures, aspiration pneumonia, and
hypokalemia (Fairburn, 1985; Herzog

&

Copeland, 1985).

Several treatment approaches have been used in the treatment
of bulimia (Fairburn

&

Hay, 1992).

Among the most promising

treatments discussed in the literature are:

antidepressant drugs

(Agras, Rossiter, Arnow, Schneider, Telch, Raeburn, Bruce, Perl, &
Koran, 1992; Leitenberg, Rosen, Wolf, Vara, Detzer,

&

1991; Mitchell, Pyle, Eckert, Hatsukami, Pomeroy,

Zimmerman,

&

Srebnik,

1990), exposure plus response prevention (Agras, Schneider, Arnow,
Raeburn, & Telch, 1989; Leitenberg, Rosen, Gross, Nudelman, &
Vara, 1988; Wilson, Eldredge, Smith,

&

Niles, 1991; Wilson,

Rossiter, Kleifield, & Lindholm, 1986), and a specific form of
cognitive-behavioral therapy developed by Fairburn (1985).
Although the evidence is not conclusive that Fairburn's
cognitive-behavioral approach is significantly more effective than
other cognitive-behavioral approaches, much of the research
literature has focused on his approach.

The large majority of

studies investigating the effectiveness of a cognitive-behavioral
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approach to bulimia nervosa were designed according to Fairburn's
manual (Agras et al., 1992, 1989; Leitenberg et al., 1988;
Mitchell et al., 1990; Thackwray, Smith, Bodfish,

&

Meyers, 1993;

Wilson et al., 1991).
On the basis of data presented above, it would seem that the
significance of the disorder of bulimia nervosa for those who are
affected and for those who are counseling bulimic clients
underscores the need for further study.

It is important for

therapists to be aware of the components of bulimia and the most
effective treatment methods available.
The purpose of this paper is to define the term bulimia
nervosa as used in research literature, to present the cognitive
and behavioral components of the disorder, and to review major
controlled research studies based on Fairburn's (1985)
cognitive-behavioral treatment of clients having bulimia nervosa.
Definition of Bulimia Nervosa
The first definition of bulimia nervosa was proposed by
Russell (1979) and included three major elements:

the patient

suffers from powerful and intractable urges to overeat; seeks to
avoid the fattening effects of food by inducing vomiting or
abusing laxatives or both; and has a morbid fear of becoming fat.
An

expanded definition was included in the Diagnostic and

Statistical Manual of Mental Disorders (DSM-III, 1980, pp. 70-71)
and the updated criteria listed in the DSM III-R (1987, pp.68-69)
included:
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A. Recurrent episodes of binge eating (rapid consumption of a
large amount of food in a discrete period of time).
B. A feeling of laclc of control over eating behavior during
the eating binges.

c.

The person regularly engages in either self-induced
vomiting, use of laxatives or diuretics, strict dieting or
fasting, or vigorous exercise in order to prevent weight
gain.

D. A minimum average of two binge eating episodes a week for
at least three months.
E. Persistent overconcem with body shape and weight.
The DSM-IV Draft Criteria for Bulimia Nervosa listed by
Fairburn and Wilson (1993, pp. 8-9) with permission from the
American Psychiatric Association included:
A. Recurrent episodes of binge eating.

An

episode of binge

eating is characterized by both of the following:
(1) Eating, in a discrete period of time (e.g. within any
two-hour period), an amount of food that is definitely
larger than most people would eat during a similar
period of time in similar circumstances.
(2) A sense of lack of control over eating during the
episode (e.g. a feeling that one cannot stop eating or
control what or how much one is eating).
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B. Recurrent inappropriate compensatory behavior in order to
prevent weight gain, such as: self-induced vomiting;
misuse of laxatives, diuretics or other medications;
fasting; or excessive exercise.

c.

The binge eating and inappropriate compensatory behaviors
both occur, on average, at least twice a week for three
months.

D. Self-evaluation is unduly influenced by body shape and
weight.
E. The disturbance does not occur exclusively during episodes
of Anorexia Nervosa.
Purging type:

The person regularly engages in self-induced

vomiting or the misuse of laxatives or diuretics.
Non-purging type:

The person uses other inappropriate

compensatory behaviors, such as fasting or excessive
exercise, but does not regularly engage in self-induced
vomiting or the misuse of laxatives or diuretics.
Cognitive and Behavioral Components of Bulimia
The cognitive components of bulimia nervosa, specifically the
dysfunctional beliefs and values concerning shape and weight, are
believed by some experts to be of primary importance in the
maintenance of the condition (Fairburn, 1985).

Similarities found

in the cognitive content of bulimic women "potentially include
irrationally perfectionistic self-standards, a perception of
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little or no control over eating behaviors, deficient cognitive
coping skills, a low threshold for stress tolerance, and low
self-esteem" (Etringer, Altmaier,

&

Bowers, 1989, p. 216).

Similarly, Brouwers (1990) asserted that some of the thought
processes experienced by bulimic women are cognitive distortions,
such as dichotomous thinking, perfectionistic thinking,
overgeneralization, and egocentricity.
The dysfunctional thoughts and beliefs of bulimic clients
govern much of their disturbed behavior (Fairburn, 1985).
Fairburn (1985) listed the following as frequently identified
dysfunctional thoughts: "I have no self-control," "I might as well
give up," "I will get fat," "I am fat," "I feel fat," "I must lose
weight," "I must diet" {p. 180).

The dysfunctional beliefs and

values held by bulimic clients are "implicit, unarticulated
underlying rules" (Fairburn, 1985, p. 181) and the client is often
unaware of their presence or influence.
include:

Some typical examples

"I must be thin, because to be thin is to be successful,

attractive, and happy.

I must avoid being fat, because to be fat

is to be a failure, unattractive, and unhappy.
bad since it is a sign of weakness.

Self-indulgence is

Self-control is good because

it is a sign of strength and discipline.

Anything less than total

success is utter failure" (Fairburn, 1985, p. 182).
Dietary restraint is one of the components of bulimia thought
to encourage binge eating (Greenberg, 1986; Polivy, Herman,
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Olmsted,

&

Jazwinski, 1984).

The two forms of dietary restraint

include avoiding eating for long periods during the day and
excluding all "fattening" foods from a highly selective diet.

The

bulimic client has strict rules governing what one can and can't
eat, which invites failure.

Breaking the rules usually results in

the abandonment of self-control and overeating, which in turn
causes stricter dieting (Fairburn, 1985).
Two remaining cognitive components of bulimia described by
Fairburn (1985) are body image misperception and body image
disparagement.

Body image misperception occurs when the client

misperceives the size of part or all of her body.

Body image

disparagement refers to feelings of extreme revulsion toward one's
body.

Body image disparagement may coexist with body image

misperception, but is present in a minority of bulimic clients
(Fairburn

&

Cooper, 1984).

Clients with body image disparagement

do their best to avoid seeing their bodies by dressing in the
dark, avoiding mirrors, and wearing baggy clothes.

Brouwers

(1990) pointed out the necessity of distinguishing between an
inaccurate conceptual view of the body (body image misperception)
and a negative emotional reaction toward the body (body image
disparagement) .
Cognitive-Behavioral Treatment Approaches for Bulimia Nervosa
The cognitive-behavioral approaches to treating bulimia
nervosa have three properties in common (Fairburn

&

Cooper, 1989).
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First, all of these treatment strategies are based on the
cognitive view of the maintenance of bulimia nervosa.

Second, the

aim is to change not only the client's behavior, but the client's
attitudes toward shape and weight and more fundamental cognitive
distortions.

The third property is the use of a combination of

cognitive and behavioral treatment procedures.

These procedures

include cognitive restructuring, self-monitoring of relevant
thoughts and behaviors, education, the use of self-control
measures to establish a pattern of regular eating, and various
other measures designed to eliminate dieting.
Fairburn's Cognitive-Behavioral Treatment Approach for Bulimia
Nervosa
Fairburn's (1985) treatment manual described his approach,
which is the intervention most widely used in research studies on
the cognitive-behavioral treatment of bulimia nervosa.

This

treatment is conducted on an outpatient basis and lasts about five
months.

It is semi-structured, problem-oriented, and primarily

concerned with the patient's present and future.

Fairburn's

approach is an active process with the responsibility for change
resting with the patient.

The therapist's role is one of

providing information, advice, support, and encouragement.
The three stages of the treatment program developed by
Fairburn (1985) are designed with specific aims.

The first stage

focuses on establishing some degree of control over eating with
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largely behavioral techniques.

Stage two is more cognitively

oriented and the emphasis is on the identification and
modification of dysfunctional thoughts, beliefs, and values.

The

third stage is concerned with the maintenance of change.
Review of the Research
Cognitive-behavioral therapy (CBT) for bulimic clients has
been intensively studied and referred to as "effective in reducing
all core features of bulimia and shows good maintenance of
therapeutic improvement" (Wilson

&

Fairburn, 1993, p. 261).

Criteria for Subjects in Research Studies on the
Cognitive-Behavioral Treatment of Bulimia Nervosa
Subjects included in studies of the CBT treatment of bulimia
nervosa based on the Fairburn (1985) model, were required to meet
specific criteria (Agras et al., 1992, 1989; Fairburn, Jones,
Peveler, Carr, Solomon, O'Connor,

&

Hope, 1991; Leitenberg et al.,

1988; Mitchell et al., 1990; Rossiter, Agras, Losch, & Telch,
1988; Wilson et al., 1991).

In fifteen studies, the subjects were

females aged 18-65 who met either the DSM III or DSM III-R
criteria for bulimia nervosa or a modified version of either.

The

subjects weighed approximately 80 to 120% of the normal body
weight or within 10-15% of the range for a medium-frame woman for
their height on the 1983 Metropolitan Life Insurance Norms.
Exclusion criteria for subjects included their involvement in
any concurrent treatment for bulimia nervosa or any concurrent
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psychiatric diagnosis other than anxiety or depression.

Also,

current drug/alcohol abuse or a need for hospitalization for
physical health or risk of suicide precluded subjects from these
studies (Agras et al., 1992, 1989; Fairburn et al., 1991;
Leitenberg et al., 1988; Mitchell et al., 1990; Rossiter et al.,
1988; Wilson et al., 1991).
Results of the Research
On the basis of their extensive research on the CBT
treatment of bulimia nervosa, Wilson and Fairburn (1993) concluded
that some of the most recent and perhaps best-controlled studies
have reported mean rates of reduction for binge eating at
seventy-three to ninety-three percent and for purging at
seventy-seven to ninety-four percent.

The mean remission rates in

these studies ranged from fifty-one to seventy-one percent for
binge eating and thirty-six to fifty-six percent for purging
(Agras et al., 1992, 1989; Fairburn et al., 1991; Garner, Rockert,
Davis, Garner, Olmsted, & Eagle, 1991; Mitchell et al., 1990).
Additional studies have shown reductions in binge eating and
vomiting behaviors that were considered significant (Fairburn,
Kirk, O'Connor,

&

Cooper, 1986; Thackwray et al., 1993; Wilson et

al., 1991; Wolf

&

Crowther, 1992).

Wilson and Fairburn (1993) further stated that, in addition
to the above mentioned reductions in binge eating and purging,
studies on the CBT treatment of bulimia have consistently shown
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reduced dietary restraint (Fairburn et al., 1991; Garner et al.,
1991; Wilson et al., 1991), increased amount of food eaten between
bulimic episodes (Rossiter et al., 1988), and improved attitudes
toward shape and weight (Garner et al., 1991; Kirkley, Schneider,
Agras,

&

Bachman, 1985; Leitenberg et al., 1991; Thackwray et al.,

1993; Wilson et al., 1991; Wolf

&

Crowther, 1992).

Kirkley et

al., (1985) also found CBT treatment to yield significant
improvement on measures of cognitions associated with eating
disorders.
Other significant results found by studies utilizing the
Fairburn (1985) approach to the treatment of bulimia nervosa are a
decrease in the level of general psychopathology and a decrease in
the number of psychopathological symptoms (Fairburn et al., 1986;
Wolf

&

Crowther, 1992), significant reductions on measures of

depression (Kirkley et al., 1985; Thackwray et al., 1993), and
anxiety (Kirkley et al., 1985).

Conversely, studies have shovm an

increase in general feelings of adequacy, security and control
(Wolf

&

Crowther, 1992), and significant improvement on a global

clinical state score (Fairburn et al., 1986).
CBT is further supported as an effective treatment for
bulimia nervosa by consistent findings of its superiority to
wait-list control groups (Agras et al., 1989; Lacey, 1983; Lee
Rush, 1986; Leitenberg et al., 1988).

&

Significantly greater

improvements have been found in bulimic subjects treated with some
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form of CBT compared with wait-list control groups (Lacey, 1983;
Lee & Rush, 1986; Ordman & Kirschenbaum, 1985).
Wilson and Fairburn (199.3) concluded that studies on the
effectiveness of the CBT approach to treating bulimia nervosa have
shown this therapy to produce reliable and broad-based improvement
in clients.

These therapeutic benefits also show good maintenance

over time, lasting up to one year or more.
The research literature comparing CBT with antidepressant
drug treatment for bulimia nervosa has shmm CBT to be superior to
antidepressant treatment alone, although the effects of combining
the two treatments have not been sufficiently studied (Wilson
Fairburn, 1993).

&

Three studies examined the separate and combined

effects of antidepressant drug treatment and CBT (Agras et al.,
1992; Lei tenberg et al. , 1991; Mitchell et al. , 1990) .

However,

the Leitenberg study was prematurely terminated due to a high
dropout rate (over 500/4) of subjects receiving antidepressant drug
treatment.
Both Mitchell et al. (1990) and Agras et al. (1992) found CBT
to be more effective than antidepressant drug treatment alone in
reducing many of the features of bulimia nervosa.

In fact,

Mitchell et al. (1990) found the CBT group treatment effects to be
ten to twenty times as strong as the imipramine treatment effects
as measured by self-reports of eating behaviors, total scores and
the subscale measuring bulimia on the Eating Disorders Inventory
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(Gardner, Olmstead, & Polivy, 1983), and on the clinician's rating
of overall severity.

However, Agras et al. (1992) found that a

24-week treatment of desipramine combined with CBT produced the
best therapeutic benefits in reducing binge eating and purging.
In summary, CBT was found to be superior to antidepressant
drug treatment alone in reducing many of the features of bulimia
nervosa.

However, the combined effects of antidepressants and CBT

were superior to CBT alone in the reduction of binge eating and
purging.

The addition of antidepressants to CBT treatment may

also be indicated when clients display high levels of depression
associated with the disorder.
CBT treatment has also been compared with nonbehavioral
psychological therapies for the treatment of bulimia nervosa with
mixed results (Fairburn et al., 1991; Fairburn et al., 1986;
Kirkley et al., 1985).

Fairburn et al. (1991) compared CBT with

an adaptation of interpersonal psychotherapy (IPT) and found both
to be equally effective in reducing binge eating, but CBT was
superior to IPT on measures of frequency of purging, dietary
restraint, and attitudes toward shape and weight.
Similarly, Kirkley et al. (1985) examined the relative
efficacy of two group treatments for bulimia nervosa; CBT was used
for one group and a nondirective approach was used for the other
group.

They found both groups to produce a decrease in binging

and vomiting, but only in the CBT group did changes reach clinical
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significance.

Both treatments also produced significant

improvements on measures of depression, anxiety, and cognitions
associated with eating disorders.
A third study (Fairburn et al., 1986) compared CBT with a
form of short-term focal psychotherapy (STP) and found only one
difference between the treatment groups at the end of treatment or
at follow-up.

That difference, measured at the eight-month

follow-up, was that the CBT subjects had experienced a
significantly greater reduction in the frequency of vomiting than
had the STP group.

Both treatments resulted in a significant

decrease in the frequency of bulimic episodes and self-induced
vomiting and this improvement w-as maintained at follow-up.

Also,

both treatments resulted in a decrease in the level of general
psychopathology, but the CBT group improved to a greater degree on
measures of overall clinical state.
Due to the mixed results of studies comparing CBT with other
psychological treatment approaches, further research is indicated.
The small number of subjects and different types of psychological
therapies used in these studies are methodological limitations
which may account for the mixed results.
The research literature has compared the effectiveness of
both the behavioral and cognitive-behavioral approaches to
treating bulimia nervosa (Agras et al., 1989; Fairburn et al.,
1986; Freeman, Barry, Dunkeld-Turnbull, 1988; Leitenberg et al.,
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1988).

In these studies, the treatment effects of CBT have shown

longer maintenance of binge-purge abstinence as well as additional
effects on attitudes toward shape and weight.

Three studies

comparing CBT with BT have shown CBT to be superior in maintaining
abstinence from binge eating and purging (Thackwray et al., 1993),
reducing concern and preoccupation with dieting (Wolf

&

Crowther,

1992), and improving attitudes toward eating (Fairburn et al.,
1991).
Specifically, Thackwray et al. (1993) found a greater
percentage of the behavioral group (1000/4) than the CBT group (92%)
were abstinent from binge eating and purging initially at
posttreatment.

However, at six month follow-up 69°/4 of the CBT

group compared to 38"/4 of the behavioral group were maintaining
abstinence.

On the Drive for Thinness subscale of the Eating

Disorders Inventory (Garner

&

Olmsted, 1984), there were

significant changes for the BT subjects from pre- to posttreatment
and from posttreatment to follow-up, and a significant change for
CBT from posttreatment to follow-up.

Both the CBT and BT groups

had significant improvements on the Beck Depression Inventory
(Beck, Ward, Mendelson, Mock

&

Erbaugh, 1961) at posttreatment,

but by follow-up, only the CBT group showed continued improvement
on the Drive for Thinness and Bulimia subscales of the Eating
Disorders Inventory.
Similarly, Wolf and Crowther (1992) found that at
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posttreatment only the CBT group evidenced significantly less
concern and preoccupation with dieting and significantly greater
confidence in accurately identifying sensations of hunger and
satiety.

Both the BT and CBT groups achieved significant

reductions in bulimic tendencies and body dissatisfaction as well
as significant increases in general feelings of adequacy, security
and control.

These changes were effectively maintained over the

follow-up period.
Fairburn's (1991) study also compared CBT with BT for
bulimia nervosa.

Results of this study showed CBT to be more

effective than BT at reducing extreme dieting as measured on the
Eating Disorders Examination (Cooper

&

Fairburn, 1987), and

improving attitudes toward shape and weight as measured on the
Eating Attitudes Test (Garner

&

Garfinkel, 1979).

Another treatment approach for bulimia nervosa is Rosen and
Leitenberg's (1982) exposure with response prevention (ERP).

The

premise of this treatment is that eating causes anxiety for
bulimic clients which is reduced through self-induced vomiting.
The treatment is designed to disrupt the learned association
between eating-induced an.~iety and vomiting.

The techniques

involve exposing the client to anxiety eliciting cues and then
preventing vomiting while focusing on decreasing the anxiety.
Four controlled studies have compared CBT with and without
exposure plus response prevention (Agras et al., 1989; Leitenberg
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et al., 1988;

Wilson et al., 1991; Wilson, 1986).

Only one study

(Wilson et al., 1986) showed the exposure treatment to be superior
to the CBT treatment, but the type of CBT used in this study was
verbal cognitive restructuring alone.

This type of CBT lacks the

behavioral elements of a full CBT treatment.

The findings of the

latter three studies showed that no significant advantage came
from adding exposure with response prevention techniques to the
cognitive-behavioral approach.
Leitenberg et al. (1988) compared ERP conducted in a single
setting (clinic), ERP conducted in multiple settings (clinic,
patients' homes, restaurants), and CBT without ERP.
All three treatment groups were found to improve significantly on
all measures.

The authors concluded that the results of this

study did not overwhelmingly support the need for structured
exposure plus response-prevention sessions in the treatment of
bulimia nervosa.
The two remaining studies comparing CBT with and without
exposure plus response prevention (Agras et al., 1989; Wilson et
al., 1991) also indicated that adding ERP to a comprehensive
treatment of CBT does not enhance the effectiveness of CBT.
Therefore, it is recommended that ERP not be routinely added to
the CBT treatment of bulimia nervosa (Agras et al., 1989; Wilson
et al. , 1991 ) .
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Summary
Bulimia nervosa has been widely recognized as a significant
disorder possibly leading to severe physical complications and
psychological distress (Fairburn & Hay, 1992).

This paper defined

the term bulimia nervosa as used in research literature, presented
the components of the disorder, and reviewed major controlled
research studies on the cognitive-behavioral treatment of bulimia
nervosa with special emphasis on Fairburn's (1985) approach.
Major findings are presented below.
Major components of the disorder include binge eating,
compensatory behavior to prevent weight gain, and overconcern with
body shape and weight.

The cognitive components are proposed to

be the factors maintaining this disorder and are an important
target of cognitive-behavioral treatment (Fairburn, 1985).
The cognitive-behavioral approach to treating bulimic clients
focuses on changing the bulimic behaviors as well as the client's
fundamental cognitive distortions (Fairburn

&

Cooper, 1989).

A

specific treatment developed by Fairburn and detailed in his
treatment manual (1985) has been the chosen form of CBT used in
most of the research studies on the cognitive-behavioral treatment
of bulimia nervosa.
Studies have shown CBT to be broadly effective at reducing
the core features of bulimia nervosa and maintaining treatment
effects over time (Wilson & Fairburn, 1993; Wilson & Smith, 1987).
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Comparisons with other treatment approaches have shown CBT to be
superior to antidepressant drug treatment alone (Mitchell et al.,
1990; Agras et al., 1992), and to behavioral treatment in
maintaining abstinence from binge eating and purging (Thackwray et
al., 1993).

The results of studies comparing CBT with other

psychological treatments are mixed.

Finally, studies of CBT with

and without ERP show no specific advantages from adding ERP to CBT
(Agras et al., 1989; Wilson et al., 1991).
The estimated prevalence of bulimia nervosa among adolescent
and adult women indicates the likelihood that many practitioners
will be called upon to help clients suffering from this disorder.
Knowledge of the components of bulimia nervosa and the most
effective treatment approaches available are necessary to enable
practitioners to provide the most efficient and beneficial
services to these clients.
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